Introduction
Coronary artery disease (CAD) is the leading cause of morbidity and mortality in the United States. Even with a decline in the death rate between 1994 and 2004, one of every five deaths is attributed to CAD (Rosamond et al., 2008, p. 391) . In Taiwan, heart disease became the second leading cause of death in 2007, second only to cancer (Department of Health, Executive Yuan, ROC [Taiwan], 2008) . Studies have demonstrated that cardiovascular risk factors reduction may contribute to reducing the morbidity and the mortality of CAD, improving patient outcomes (Keller, Fleury, & MujezinovicWomack, 2003) and reducing the medical costs of heart disease (Zerwic, King, & Wlasowicz, 1997) . Although the benefits of cardiovascular risk factors reduction have been established, only 6.3% of patients with CAD maintain an ideal body weight, eating five or more fruits and vegetables daily, performing at least 30 minutes of physical activity, and abstaining from smoking (Ashaye & Giles, 2003) . The small proportion of patients with CAD engaged in modifying behaviors indicates lack of adherence to be a fundamental problem in cardiovascular risk reduction efforts (Fleury & Sedikides, 2007) . Thus, there is a need to better understand the factors that contribute to patient adherence to modifying behaviors.
The American Heart Association (AHA) has identified several modifiable and nonmodifiable cardiovascular risk factors that increase CAD risk. Modifiable risk factors include smoking, hyperlipidemia, hypertension, physical inactivity, obesity, and diabetes mellitus. Nonmodifiable risk factors include gender, advancing age, and hereditary factors (AHA, n.d.) . Other factors such as stress, type A personality, and drinking too much alcohol may also contribute to heart disease (AHA, n.d.; Grundy, Pasternak, Greenland, Smith, & Fuster, 1999) . Many studies have confirmed that these factors are related to increased risk of cardiovascular events (Kamotho, Ogola, Joshi, & Gikonyo, 2004; Kannel, 2000; Sowers, 2003) . For patients with CAD, said risk factors continue to contribute to disease progression (DalyNee, Brunt, & Jairath, 1999) . Therefore, managing and treating these risk factors are important to reduce the mortality rate of patients with CAD. Strategies to control cardiovascular risk factors include primary preventive strategies such as control of hypertension and diabetes and reduction in cholesterol levels and smoking cessation, along with primordial prevention including regular physical activity, healthy eating, and maintaining an ideal body weight (Chyun, Amend, Newlin, Langerman, & Melkus, 2003; Keller et al., 2003; Patel & Adams, 2008) .
Research on prevention of cardiovascular risk factors has been extensively pursued in Western countries (Darr, Astin, & Atkin, 2008; Fleury & Sedikides, 2007; Meland, Maeland, & Laerum, 1999; Zerwic et al., 1997) . Studies have found that patients with CAD are largely ignorant of their own personal risks (Zerwic et al., 1997) and lack understanding about appropriate lifestyle changes (Darr et al., 2008) . Researchers have emphasized the important role of patients' knowledge (Bush, Kallen, Liles, Bates, & Petersen, 2008; Fleury & Sedikides, 2007) , self-efficacy (Meland et al., 1999) , health beliefs (Robertson & Keller, 1992) , and social support (Chyun et al., 2003) in successful modification of their cardiovascular risk profile. It is essential to understand the individual risk profiles and the factors influencing modifying behaviors of patients with CAD so that nurses can promote lifestyle modification for patients through education about the disease and its risk factors. However, studies exploring the risk profiles of patients with CAD and factors associated with behavior aimed at modifying cardiovascular risk factors have been limited in Taiwan. Therefore, the aims of this study were to understand the cardiovascular risk factor profile, the extent of risk factor awareness, and the modifying behaviors of patients with CAD in northern Taiwan. In addition, factors associated with modifying behaviors of patients with CAD were also explored.
Methods

Sample and Setting
This study used a cross-sectional design with a nonprobability sampling. A total of 156 participants were recruited from cardiovascular clinics at three medical centers in northern Taiwan. Data were collected from the cardiovascular clinics over a 6-month period. Study inclusion criteria included the following: (a) at least 20 years of age; (b) diagnosed with CAD by a practicing cardiologist; (c) able to read, write, speak, and understand Mandarin; and (d) experiencing no delirium and able to communicate with others. All participants were referred by practicing cardiologists. No subjects refused to participate in this study. Data of two participants were excluded from statistical analysis because of incomplete questionnaires.
Data Collection
All participants were interviewed by two research assistants who were trained by the investigator and standardized the data collection process. The assistants explained the purpose of the study and the interview procedures to the participants. Written informed consent was obtained from participants. Before the interview, the assistants measured and recorded participant blood pressure (BP). Participants were then interviewed to complete a structured questionnaire. Finally, clinical characteristics including CAD severity (number of coronary arteries involved), New York Heart Association (NYHA) functional class, and laboratory data (including total cholesterol level) were collected from medical records. All information was confidential, and appropriate institutional review board approval was obtained from hospitals.
Instruments
Data were collected through a structured questionnaire and included demographic information and clinical characteristics, knowledge of cardiovascular risk factors, risk factors profile, cardiovascular risk factor modification behaviors, health beliefs, self-efficacy, and social support. The reliability and the validity of the questionnaire were tested by internal consistency and content validity. Content validity was estimated using a rating and quantification procedure recommended by Lynn (1986) . Six healthcare professionals who specialized in the treatment of cardiovascular disease patients including cardiologists, senior clinical nurses, and researchers were asked to rate the relevance of items using a 4-point scale (1 = not relevant, 4 = very relevant and succinct). All items were rated as acceptable by the expert group.
Demographic information and clinical characteristics
Demographic information included participant's age, gender, marital status, education, religious preference, work status, and living arrangements. Clinical characteristics included number of hospitalization instances, duration of CAD, comorbidity (number of other chronic diseases), CAD severity (number of coronary arteries involved), and NYHA functional class. Demographic variables such as marital status, education, religious beliefs, work status, and living arrangements were recorded into two categories.
Knowledge of cardiovascular risk factors
Knowledge of cardiovascular risk factors was measured with use of a risk factor knowledge scale adapted from Shen (1985) . The scale consists of 18 true/false questions related to 12 cardiovascular risk factors: smoking (Items 1 and 2), hypertension (Items 3Y4 and 14) , obesity (Items 5 and 6), heredity (Item 7), type A personality (Item 8), diabetes mellitus (Items 9 and 10), physical inactivity (Item 11), hyperlipidemia (Items 12 and 13), stress (Item 15), excessive alcohol consumption (Item 16), and gender and advancing age (Items 17 and 18). A total knowledge score was obtained by summing each item with a possible score range from 0 to 18 (0 = incorrect, 1 = correct). The knowledge score of each risk factor was obtained by summing each item score divided by the number of items in that risk factor. Possible scores for each risk factor ranged from 0 to 1, with a higher score indicating higher knowledge of cardiovascular risk factors. The reliability of the cardiovascular risk factors knowledge scale was supported by internal consistency, with a KuderYRichardson formula 20 of .74. In addition, content validity was also supported by an expert panel, with a content validity index (CVI) of .8.
Risk factors profile
The risk factors profile included a 12-item perceived cardiovascular risk factors checklist and an actual cardiovascular risk factors checklist developed by the first author based on literature review and experts' suggestions. (Grundy et al., 1999) .
Smoker was defined as smoking one or more cigarettes per day. Physical inactivity was defined as regular exercise less than three times per week for 30 to 40 minutes per time (Fletcher et al., 1996) . Obesity was defined as a body mass index of 28 k/m 2 or higher (Cheng, 2004) . Participants were defined as having type A personality if the interviewer, during interview proceedings, observed impatience, excessive time consciousness, insecurity about status, strong competitiveness, hostility or aggressiveness, or incapability to relax (Daly-Nee et al., 1999) . Stress was defined if participants reported stressful life events such as disease, divorce, or death of a loved one (Maes, Vingerhoets, & Heck, 1987) .
Cardiovascular risk factor modification behaviors
Modifying behaviors were measured by a 12-item modifying behaviors checklist developed by the first author. Items included modifying behaviors such as taking medications, eating a regular diet, exercising regularly, quitting smoking, controlling body weight, relaxing, and maintaining a good mood. Each item was scored on a scale of 0 to 2, where 0 indicated that participants did not perform the item, 1 indicated that participants partially performed the item, and 2 meant that the item was performed fully. Item 2 (quitting smoking) and Item 3 (quitting alcohol) were not rated by nonsmokers or participants who did not drink alcohol excessively. Therefore, the overall modifying behaviors score was obtained by summing all items and by dividing the total score by the number of items rated by participants. The total possible score range for overall modifying behaviors was between 0 and 2, with a higher score indicating better modifying behavior. In this study, the Cronbach's alpha for this modifying behaviors scale was .67. Content validity was also supported by six experts, with the CVI of .8.
Health beliefs
Health beliefs were measured by a health belief scale developed by the first author based on the Health Belief Model (HBM). The HBM was used to explain and to predict health behaviors according to respondent attitudes and beliefs. The four constructs of the HBM include perceived susceptibility (beliefs about the chances of contracting the condition), perceived severity (beliefs about the seriousness of the condition and its consequences), perceived benefits (beliefs about the positive consequences of taking action), and perceived barriers (beliefs about the material and psychological costs of taking action; Glanz, Rimer, & Su, 2005; Rosenstock, Strecher, & Becker, 1988) . In this study, health beliefs were measured using a 10-item scale consisting of three components: subjects' perceived disease severity (Items 1Y3), perceived benefits (Items 4Y5 and 9Y10), and perceived barriers (Items 6Y8) of modifying behaviors. Construct validity was estimated with exploratory factor analysis and varimax rotation. The rotated solution for the health belief scale yielded three factors accounting for 57.2% of variance. Factor 1 reflected perceived benefit items, Factor 2 reflected perceived disease severity items, and Factor 3 reflected perceived barrier items.
Participants rated each item on a 4-point Likert scale. A mean score for perceived disease severity, perceived benefit, and perceived barrier was obtained by summing all items then dividing the total score by the number of items included in each component. A higher mean score indicated higher perceived disease severity, higher perceived benefits, and lower perceived barriers. Because Item 7 asked smokers about barriers to quitting smoking, this item was not rated by nonsmokers. Therefore, the health belief score was obtained by summing all items and by dividing the total score by the number of rated items. The range of possible scores for health belief was between 0 and 3, with a higher score indicating more positive health beliefs. In this study, content validity and health belief scale reliability were supported by a CVI of .92 and a Cronbach's alpha of .76.
Self-efficacy
Perceived self-efficacy was defined as ''a judgment of one's capability to accomplish a certain level of performance'' (Bandura, 1986, p. 391) . The self-efficacy scale included 10 items related to general self-efficacy and 7 items related to modifying behavior self-efficacy. A general self-efficacy scale, modified from Sherer and Maddux (1982) , was used to assess participant perceptions about their own capability to accomplish a given task. Modifying behavior self-efficacy examined participants' level of confidence for discrete behavioral changes such as taking medication, exercising regularly, and consuming a healthy diet. Participants rated each item on a 4-point Likert scale. Because Item 3 of the modifying behavior self-efficacy scale asked smokers about their perceived confidence in being able to quit smoking, it was not rated by nonsmokers. Mean scores for the general and modifying behavior self-efficacy subscales were obtained by summing each item and by dividing the total score by the number of rated items. The possible score range for both self-efficacy subscales was between 1 and 4, with a higher score reflecting higher self-efficacy. In this study, the reliability coefficient was .72 for the general selfefficacy scale and .78 for the modifying behavior self-efficacy scale. Content validity was also supported by an expert panel with a CVI of .92 and .86, respectively.
Social support
Social support was measured using a social support scale modified from Liu (1995) . The modified social support scale included 12 items of material, physical, and emotional support. Participants rated each item on a 4-point Likert scale. Score were summed, giving a potential score range from 12 to 48, with a higher score indicating greater perceived support. The Cronbach's alpha for the original scale was .73. TestYretest reliability was .86 at a 1-week interval (Liu, 1995 (Liu, , 1999 . In this study, reliability was supported with a Cronbach's alpha of .76. Content validity was established with a CVI of .82.
Data Analysis
All data were analyzed using SPSS software, version 14.0 (SPSS Inc., Chicago, IL). Descriptive statistics including mean, standard deviation, and percentage were used to describe demographic information (age, gender, marital status, education, religious belief, work status, and living arrangement), clinical characteristics (number of hospitalizations, duration of CAD, comorbidity, CAD severity, and NYHA functional class), risk factor profiles, knowledge of cardiovascular risk factors, risk factor modification behaviors, and psychosocial variables such as health beliefs, self-efficacy, and social support. A Pearson correlation coefficient was used to determine correlations between modifying behaviors and participant age, number of perceived risk factors, number of actual risk factors, knowledge of risk factors, health beliefs, general selfefficacy, and modifying behavior self-efficacy. A t test was used to examine modifying behavior variance attributable to category variables including gender, marital status, education, work status, living arrangements, and religious beliefs. Stepwise multiple regression analysis was used to examine predictors of overall modifying behaviors. Predictors of modifying behaviors were identified through a review of the literature (Bush et al., 2008; Chyun et al., 2003; Fleury & Sedikides, 2007; Meland et al., 1999; Robertson & Keller, 1992) . The 14 predictors considered included participant age, gender, marital status, work status, education, living arrangements, CAD severity, number of other chronic diseases, knowledge, number of perceived risk factors, number of actual risk factors, selfefficacy, health beliefs, and social support. A p value G.05 was considered statistically significant. Minimum sample size was calculated using Statistics Calculators 2.0 (Daniel Soper, Fullerton, CA). With a medium effect size, a minimum of 135 subjects were required to reach a power of .8 for an alpha of .05 for a total of 14 predictors.
Results
Participant Characteristics
A total of 156 patients with CAD participated in this study. Demographic information and clinical characteristics on participants are presented in Table 1 . The mean age of participants was 70 years (SD = 10.1 years), ranging from 38 to 88 years. The largest participant age group was 65 to 74 (38.2%). Most were men (74.4%), married (82.1%), living with their spouse and/or children (92.9%), unemployed (80.1%), and held a high school or a higher education (55.8%). Most participants had at least one chronic condition such as hypertension (60.3%), hyperlipidemia (39.1%), or diabetes (21.8%). The mean number of comorbidities was 1.83 (SD = 1.08). The mean cholesterol level of all participants was 201.73 mg/dl (SD = 33.58 mg/dl). Mean SBP and DBP were 132.74 mmHg (SD = 16.8 mmHg) and 77.47 mmHg (SD = 10.29 mmHg), respectively. Sixty-eight participants (43.6%) had a two-vessel CAD. Most participants (71.2%) were classified as NYHA function class I. Half of the participants (51.3%) had a CAD duration of 1 to 5 years.
In terms of psychosocial variables, mean scores for general self-efficacy and modifying behavior self-efficacy were 2.99 T 0.34 and 3.33 T 0.41, respectively. This result indicated that participants had a relatively higher self-efficacy perception. Participants tended to hold positive health beliefs, with a mean score of 2.02 T 0.38. Participants also showed higher perceived benefits and lower perceived barriers and perceived their CAD severity as mild to moderate. The mean score of 35.54 (SD = 4.70) in social support indicated that participants perceived a relatively high level of social support. Table 2 shows perceived and actual risk factors of participants. The mean number of perceived and actual risk factors was 5.04 T 1.71 and 5.41 T 1.57, respectively. All participants had at least one risk factor. A total of 82.7% of the participants perceived advancing age as their own risk factor, whereas 75.6% of the participants perceived type A personality as their own risk factor. Therefore, advancing age and type A personality were two leading cardiovascular risk factors perceived by participants as their own risk factors. The third and the fourth leading risk factors perceived by participants as their own risk factors were hypertension (59.6%) and hyperlipidemia (57.1%).
Participant Perceived and Actual Risk Factors
There were significant differences between participants' perceived risk factors and their actual risk factors in terms of advancing age, gender, hypertension, and smoking (p G .001). For example, 96.2% of the participants had a risk factor of advancing age, whereas only 82.7% of the participants perceived advancing age as their own risk factor. Only 39.7% of the participants perceived gender as their own risk factor, although 74.4% of the participants actually faced a gender-based risk factor (i.e., being male). Although 59.6% of the participants perceived hypertension as their own risk factor, only 38.5% of the participants registered an SBP of 140 mmHg or greater or a DBP of 90 mmHg or greater during the interview. Only 16.7% of the participants perceived smoking as their own risk factor, although 42.9% were smokers. Note. CAD = coronary artery disease; NYHA = New York Heart Association; SBP = systolic blood pressure; DBP = diastolic blood pressure.
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Behavior Modification for Cardiovascular Risk Factors stress, physical inactivity, and excessive alcohol consumption was above 0.9. This indicates that participants had good knowledge on these risk factors. The three lowest knowledge scores for risk factors were gender, diabetes, and advancing age. Therefore, participants had a poor understanding of the relationship of gender, diabetes, advancing age, and the likelihood of contracting cardiovascular disease. Table 4 shows participant modifying behaviors of cardiovascular risk factors. Most participants could perform modifying behaviors, particularly in terms of taking medication, eating a regular diet, quitting smoking, and maintaining a regular lifestyle. However, participants had a relatively lower adherence in terms of monitoring BP, exercising regularly, and controlling weight.
Correlations Between Modifying Behaviors and Predictive Variables
Pearson's correlation showed that overall scores of modifying behaviors were significantly positive related to participant age (r = .21, p = .007), health beliefs (r = .26, p = .001), perceived benefits (r = .24, p = .003), perceived barriers (r = .31, p = .000), general self-efficacy (r = .24, p = .003), and modifying behavior self-efficacy (r = .47, p = .000). These results indicated that participants who were older and had more positive health beliefs, more perceived benefits, less perceived barriers, and higher selfefficacy levels could perform more modifying behaviors. In 
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addition, modifying behavior was significantly and negatively related to perceived risk factors (r = j.21, p = .009) and actual risk factors (r = j.32, p = 000). Therefore, participants who perceived more risk factors or actually had more risk factors would perform fewer modifying behaviors. In this study, comorbidity, CAD severity, knowledge of risk factors, perceived disease severity, and social support were not found to correlate with modifying behaviors (r = .00 to .11, p 9 .05).
The results of a t test showed no significant differences in modifying behaviors for category variables including gender, marital status, education, living arrangements, or religious beliefs (t = j0.747 to 1.517, p 9 .05). Nevertheless, participants who were not employed had significantly better modifying behaviors (t = j3.715, p = .000).
Factors Associated With Risk Factor Modification Behaviors
Stepwise multiple regression analysis was used to examine factors contributing to modifying behaviors. Table 5 shows a total of 38% variance of modifying behaviors to be explained by self-efficacy, actual risk factors, work status, and health beliefs. Self-efficacy explained 24% of variance in the modifying behavior score. The addition of actual risk factors, work status, and health beliefs increased the variance of modifying behavior score and accounted for 5.4%, 3.7%, and 5%, respectively. These results revealed that participants with higher perception of self-efficacy, fewer actual risk factors, no current job, and more positive health beliefs had better modifying behaviors.
Discussion
This present study found that a total of 38% of modifying behavior variance was explained by self-efficacy, actual risk factors, work status, and health beliefs. Results indicated that better modifying behavior was explained by higher self-efficacy, fewer risk factors, unemployment, and more positive health beliefs. Self-efficacy was the strongest predictor of modifying behavior for cardiovascular risk factors. Although participants showed relatively good knowledge of cardiovascular risk factors, this study did not find significant correlations between knowledge and modifying behaviors. According to Bandura's Social Cognitive Theory, perceived self-efficacy was the most powerful determinant of behavioral change (Bandura, 1986) . Selfefficacy may influence one's behavior, motivation, thought patterns, and emotional reactions. Bandura (1986) also argued that knowledge was necessary but insufficient for accomplished performances because personal capabilities judgment mediated the relationship between knowledge and action. Many studies also proposed the critical role of self-efficacy on the process of behavioral change in cardiac patients such as smoking cessation (Meland et al., 1999; Yates & Thain, 1985) , weight control, and exercise (Gulanick, 1991; Meland et al., 1999; Robertson & Keller, 1992; Vidmar & Rubinson, 1994) .
Health beliefs were also found to be a predictor of modifying behavior in this study. According to the HBM, health-related action depended on the simultaneous occurrence of three factors: sufficient motivation, perceived threat, and perceived barriers (Rosenstock et al., 1988) . To accomplish successful behavioral change, people must be motivated to take action, feel threatened by their behavioral patterns, and believe that change results in a valued outcome. Similar to the findings of Robertson and Keller (1992) , this study confirmed better modifying behavior to correlate significantly to higher perceived modifying behavior benefits and lower perceived barriers. However, no significant relationship was found between modifying behavior and perceived threat of heart disease. This may be explained by the relatively lower level of perceived disease severity with a mean score of 1.38 (SD = 0.64) for participants in this study. This is reasonable, as most participants (80%) had a one-vessel or a two-vessel CAD with NYHA class I, and they may have perceived that their heart disease was not a serious threat to their life. This study found that advancing age and type A personality were two leading cardiovascular risk factors for participants. There was a discrepancy between participant perceived risk factors and actual risk factors. Approximately 60% of the participants perceived hypertension as their own risk factors, whereas only 38.5% actually had a BP of 140/90 mmHg or greater. Most participants were taking antihypertensive agents; thus, their BP were under control. Therefore, although lifestyle modification is useful in modifying risk factors, pharmacotherapy is likely to be the most useful for those at higher risk (Patel & Adams, 2008) . On the other hand, 42.9% of the participants were smokers, whereas only 16.7% of the participants regarded smoking as their own risk factor. This discrepancy may raise the importance of patient education on individual specific risk factors.
In terms of risk factor knowledge, participants had a lower knowledge score on gender and diabetes. More than 80% of the participants did not know how to control Behavior Modification for Cardiovascular Risk Factors diabetes, and nearly half of the participants failed to recognize diabetes as a cardiovascular risk factor. Additionally, most participants were confused about advancing age as an increased risk factor. Older participants had a significantly lower knowledge score with regard to advancing age than younger participants (p G .001). Since the incidence of CAD and the prevalence of most modifiable risk factors increase with age, clinical nurses should pay more attention to health education in elderly patients with CAD. This finding is in accordance with a previous study (Blomqvist & Hallberg, 2002) . Compared with studies of CAD patients in the United States (Ashaye & Giles, 2003) and other countries (Aghaeishahsavari, Noroozianavval, Veisi, Parizad, & Samadikhah, 2006; Bhatt et al., 2006) , the results of this study for Taiwanese patients with CAD had some commonalities and differences. One similarity was that most respondents with CAD had more than one risk factor: 93% of patients in Iran (Aghaeishahsavari et al., 2006) and 100% of Taiwanese participants in this study fell into this scenario. Obesity (93.5%) and diabetes (58.4%) were the leading risk factors in Western countries (Bhatt et al., 2006) , whereas advancing age (96.2%) and type A personality (78.2%) were the most common risk factors reported by Taiwanese patients with CAD in this study. On the other hand, only 34.6% and 22.4% of Taiwanese participants had obesity and diabetes, respectively. In addition, only 6.3% of US patients with CAD engaged in all four healthy lifestyle behaviors including maintaining an ideal body weight, eating a healthy diet, and performing regular physical activity (Ashaye & Giles, 2003) , whereas 12% of Taiwanese participants performed all four modifying behaviors. Our study also confirmed that knowledge did not lead necessarily to risk-reducing behavior. In addition, our participants had good knowledge about stress, physical inactivity, and excessive alcohol consumption, whereas US patients were most knowledgeable about the relationships of exercise and cholesterol to heart disease (Avis, McKinlay, & Smith, 1990) . These comparisons may indicate the differing risk factor profiles and the modifying behaviors between Western and Taiwanese cultures. However, due to the small sample size of this study, comparisons should only be made with caution.
Limitations of this study include the fact that a crosssectional survey cannot examine causal relationships among variables. In addition, because participants were selected only from three medical centers in northern Taiwan, the results may not be representative of other geographic locations. Therefore, a larger, multicenter, systematic sampling study with a longitudinal design is recommended. A second limitation of this study was a reflection of the questionnaires used. Although well developed, these instruments were not tailored for our study purposes. In addition, some consisted of too many items, which can exhaust subjects and lead to missing data. To overcome this limitation, the first author designed several instruments.
Although questionnaire reliability and validity were supported in the pilot study, Cronbach's alpha of the modifying behaviors scale was not sufficient in this study. Further psychometrical evaluation of reliability and validity for these questionnaires is needed. This study only aimed to examine factors contributing to the modifying behaviors of patients with CAD. Investigators of future studies may wish to focus on developing appropriate interventions and evaluating the effectiveness of interventions on risk factor modifying behaviors for patients with CAD.
Conclusions
This study attempted to examine the explanatory variables of risk factor modifying behaviors of patients with CAD. Although patient education about CAD risk factors may increase patients' knowledge of CAD risk factors, patients' adherence to regimens geared to modify risk factors remains insufficient. In our study, self-efficacy and health beliefs greatly contributed to patient modifying behavior. Nurses play an important role in enhancing patient health promotion behaviors. Therefore, this study suggests that nurses should assess patients' perceived and actual risk factors, their health beliefs, and self-efficacy to identify patients at greater risk of not adhering to behavior modification. Nursing interventions may focus on providing comprehensive patient education based on individual learning needs to enhance self-efficacy.
